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Clinical summary. A 54-year-old woman with a sudden
onset of back pain was admitted to a satellite hospital of Mie
University. Contrast-enhanced computed tomography (CT)
revealed a DeBakey type IIIb, Stanford type B acute aortic
dissection. The patient was treated medically. Nineteen days
after admission, she had acute renal failure (blood urea nitro-
gen, 54 mg/dL; creatinine, 3.8 mg/dL) and left leg ischemia.
CT disclosed severe stenosis of the true lumen at the level of
the left renal artery. She was referred to Mie University
Hospital for evaluation and treatment of acute aortic dissec-
tion. Her left femoral pulse was not palpable. The patient
immediately underwent digital subtraction angiography
(DSA), which showed that the intimal tear was located in the
midportion of the descending thoracic aorta and that stenoses
of the true lumen were located at the level of the diaphragm
and distal to the level of the left renal artery. The left external
iliac artery also had a critical stenosis. The true lumen of the
right iliac artery was completely obliterated. However, the
right leg was perfused by blood flow through the false lumen
(Fig 1, A).
Emergency transluminal stent-graft placement was subse-
quently performed. The stent graft was constructed of a self-
expanding, Gianturco stainless steel Z stent (Cook Critical
Care, Inc, Bloomington, Ind) covered with a balloon-expand-
Stanford type B acute aortic dissection is mainly treated
medically. However, emergency surgery for type B dissection
with rupture, impending rupture, end-organ ischemia, or some
combination thereof is mandatory. Surgical outcomes are poor
for patients with an acute type B aortic dissection with end-
organ ischemia. Recently, transluminal stent-graft placement
became an alternative for the treatment of aortic dissection.1,2
However, transluminal stent-graft placement for stenosis of
the true lumen is not common, and the fate of a narrowed true
lumen is not clear after stent-graft treatment. We report the
case of a patient with acute type B aortic dissection with crit-
ical stenoses of the true lumen treated by transluminal stent-
graft placement. We also discuss the effects on a narrowed
true lumen 1 year after the treatment.
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ed polytetrafluoroethylene graft (Bard, Inc, Tempe, Ariz).
The outer diameter of the stent graft was 28 mm, and the
length of the stent graft was 75 mm. The stent graft was
placed in the middle portion of the descending thoracic aorta
through the left common femoral artery after achievement of
general anesthesia. DSA was performed after stent-graft
placement and showed that the intimal tear was completely
excluded by the stent graft. The patient’s renal function
improved, and her left femoral pulse was palpable after the
treatment.
Fig 1. A, DSA before the stent-graft placement showing the intimal tear located in the midportion of the descend-
ing thoracic aorta, critical stenoses of the true lumen, and severe narrowing of the left external iliac artery. B, DSA
2 weeks after the repair showing no evidence of tear in the thoracic aorta, no endoleak at the site of the stent graft,
and stenosis just distal to the left renal artery.
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DSA performed 2 weeks after the repair confirmed that
there was no intimal tear in the entire thoracic aorta and no
endoleak. The true lumen had enlarged, and stenoses at the
level of the diaphragm and in the left iliac artery were
improved. However, moderate stenosis just distal to the left
renal artery still remained (Fig 1, B). Four weeks after stent-
graft placement, contrast-enhanced CT revealed that the false
lumen in the descending thoracic aorta had completely
thrombosed and that the true lumen had enlarged. However,
the true lumen just distal to the left renal artery was still nar-
rowed (Fig 2, A). Contrast-enhanced CT performed 1 year
after stent grafting revealed elimination of the false lumen
from the level of the descending aorta to the level of the aor-
tic bifurcation. CT also showed that the true lumen had
enlarged to its normal size. The narrowing distal to the left
renal artery had also resolved (Fig 2, B). The patient is alive
and well 2 years after the endovascular stent-graft repair. Her
current renal function is normal (blood urea nitrogen, 9
mg/dL; creatinine, 0.8 mg/dL). Also, her pulsations of poste-
rior tibial arteries in both legs are good, and she shows no
intermittent claudication.
Discussion. Medical treatment for Stanford type B acute
aortic dissection represents the first-line therapy, and its
results are better than those of surgical treatment. However,
the existence of critical complications, such as rupture,
impending rupture, and end-organ ischemia, leads to emer-
gency operations, the outcome of which are still poor.3 In
1994, Dake and coworkers4 reported the feasibility of
endovascular stent grafting for descending thoracic
aneurysms. Recently, Stanford University and Mie University
groups reported the feasibility of endovascular stent grafting
for acute aortic dissection.1 German and Italian groups have
also reported that the early results of endovascular stent-graft
repair are better than those of conventional surgical treatment
for chronic type B aortic dissection.2 Some institutions
already started clinical trials of endovascular stent-graft repair
for acute aortic dissection. However, this treatment for critical
stenosis or obliteration of the true lumen with end-organ
ischemia is not common. In addition, the fate of a critically
narrowed true lumen after stent-graft treatment is not clear.
Slonim and coworkers5 reported on other alternatives for
true lumen obliteration: percutaneous balloon fenestration
and stenting.5 In our experience most cases of this subtype of
dissection do not have major reentry. This means that remod-
eling of the aortic lumen could continue, the true lumen could
be completely enlarged, and the false lumen could disappear,
even if the true lumen is still narrow immediately after treat-
ment. Therefore, theoretically, stent-graft placement to
exclude the primary entry site should be the first choice of
treatment for this subtype of acute aortic dissection. In our
case, stenosis of the true lumen and a patent false lumen
existed 1 month after stent-graft placement, but the aortic
lumen was completely recovered after 1 year.
In conclusion, it appears that endovascular stent grafting
was a good therapeutic option in this patient with acute type
B dissection with true lumen stenosis and end-organ
ischemia, particularly in light of the difficulty of the surgical
approach.
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Fig 2. A, Contrast-enhanced CT 4 weeks after stent-graft placement showing thrombosis of the false lumen in the
descending thoracic aorta and remaining narrowing of the true lumen just distal to the left renal artery. B, Contrast-
enhanced CT 1 year after stent grafting showing elimination of the false lumen and complete enlargement of the
true lumen to its normal size.
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